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THE ADJUSTMENT OF THIRTY-FIVE DEINSTITUTIONALIZED RESIDENTS 
PLACED IN THE FAMILY SUPPORT HOME UNDER THE SUPPORTIVE LIVING 
PROGRAM FROM SOUTH DEKALB MENTAL HEALTH CENTER 
Advisor: Dr. Janice Vaughn 
This study attempted to answer two basic research questions: (1) What 
factors facilitate adjustment for deinstitutionalized residents? (2) How does 
the deinstitutionalized resident placed in the Family Support homes adjust from 
institutional life to home life and the community? 
This was an explanatory, descriptive study which assessed the adjust¬ 
ment of thirty-five deinstitutionalized residents living in Family Support homes 
in South DeKalb County. Over a six-month period, the following methods were 
employed: A questionnaire was administered to the residents and homepro- 
viders participating in the program. The questionnaire included an assess¬ 
ment of the homeprovider role, factors in placement, home environment, meals 
and nutrition, personal management and support services, and adjustment to 
community living. 
Frequency distributions and percentages were used to analyze the data. 
The major findings are: (1) family support homes facilitate adjustment to 
community living; (2) most of the residents have functioning skills; (3) the 
ii 
homeprovider plays an important role for adjustment and personal manage¬ 
ment; (4) all of the residents in the family support homes were unemployed; 
and (5) all the residents were involved in activities at the South DeKalb Mental 
Health Center. 
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Deinstitutionalization is one of the major problems faced by community 
mental health programs today—finding suitable living placements for persons 
discharged from mental hospitals. In the deinstitutionalization process stated 
by Bussuk and Cerson there was a 50% reduction to patient population in the 
state hospital for the mentally ill."* Never before, however, has such a con¬ 
vergence of forces; legal, professional, political, civic and financial, acted 
upon policies and procedures relative to the hospitalization and discharge of 
the mentally ill. As a result of these forces, many more residents have been 
returned to the community than could be anticipated or adequately dealt with, 
thus placing an added strain on a community mental health delivery system that 
is already experiencing a marked limitation of resources. 
While it is generally agreed that community care is more desirable and 
humane for many former residents than continued hospitalization, deinstitution¬ 
alization has become highly politicized. 
The social policy trend of the last decade toward returning institutionalized 
residents to the community through the establishment of group homes and halfway 
houses has posed many questions and unanticipated problems for mental health 
1 
Ellen L. Bussuk and Samuel Gerson, "Deinstitutionalization and Mental 
Health Services, " Scientific American. Vol. 238, No. 2 (February 1978), 
pp. 46-47. 
2 
and social workers, and has met much opposition. Psychiatrists, psychologists, 
social workers, psychiatric nurses and others associated with the professional 
areas of mental health have found themselves in a state of dilemma. 
There is tremendous pressure to discharge large numbers of patients into 
the community before an adequate system of community care is developed, and 
before there has been sufficient study and consideration given to the crucial 
issues involved in care. 
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Statement of the Problem 
The trend toward deinstitutionalization has attempted to establish family 
support homes for the mentally ill residents, returning them from the long care 
of institutions to the community. 
The successful implementation, however, has posed many difficult and 
unanticipated problems because of the need to find adequate living placements. 
But somewhere along the line it all fell apart. No one gave thought that 
these people would need auxiliary social service programs to place them in 
some type of residential service as well as to help them meet material needs 
such as shelter, food, clothing and money; personal care needs such as personal 
hygiene, personal safety, medical care, and mobility; and psychological needs 
such as interpersonal relationships, emotional support, meaningful daily acti¬ 
vities and recreational activities. Establishment and maintenance of a respon¬ 
sive environment that affords the individual with a setting distinct and different 
from institutional surroundings were hardly considered. 
There are four kinds of residential alternatives of the supportive living 
program in Georgia that have the potential of helping an individual meet his 
needs. The residential alternatives include boarding homes, an apartment living 
program, family support homes, and residential homes. 
4 
Boarding Homes: Provide a living arrangement for those adults whose interest 
or capacity to develop close interpersonal relationships with other residents is 
limited. A somewhat large alternative such as this would allow all residents a 
measure of anonymity but still provide enough supervision or support that is 
appropriate for the resident's needs. 
Apartment Living Program: To provide an alternative where only supervision 
and assistance is given to residents as they need to live as independently as 
possible or desired. 
Residential Homes: To provide financial and emotional support to residents at 
a level of semi-independent living. A residential alternative, the family sup¬ 
port home for deinstitutionalized residents provides a family living situation 
which helps residents adjust to community life. 
Research Problem 
Does the Family Support Home under the Supportive Living Program 
facilitate adjustment to community living? 
Research Question 
How does the deinstitutionalized resident adjust from institution life to 
home life and the community? 
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Hypothesis 
The family support home under the Supportive Living Program does faci¬ 
litate adjustment to community living. It provides physical and social integration 
into family routines and rhythms as well as into the community at large. 
Purpose of this Study 
The purpose of this study is to show that the family support home helps 
deinstitutionalized residents adjust to community living. Factors that will be 
examined are home environment, nutrition, personal management, support 
services, and the role of the social worker and homeprovider in assisting the 




Establishment and maintenance of a responsive residential environment 
which protects human and civil rights and which contributes to the expeditious 
return of the individual to the community. 
Supportive Living: 
A residential service for someone who currently is unable to meet his own 
needs independently. 
Resident: 
An individual who receives supportive living services. Resident, 
client, patient are used interchangeably. 
Homeprovider : 
An individual who provides care in a home for residents who receive 
supportive living services. 
Family Support Homes: 
The purpose of a family support home is to provide a family living sit¬ 
uation for persons with a mental illness. 
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CHAPTER II 
REVIEW OF LITERATURE 
Deinstitutionalization Defined 
Deinstitutionalizations have developed from gradual establishment of small 
asylums in isolated areas. Here the living environment is situated to achieve 
a home life atmosphere. Patients are usually placed on wards with other patients 
showing similar behaviour and degree of illness. The environment is structured 
for the achievement of acceptable rehabilitative objectives. Generally therapeutic 
institutions facilitate programs where specialists of many kinds are on staff. 




As early as 1709, "The Society of Friends" in Philadelphia, Pa. attempted 
to obtain a charter from England for a mental hospital. In the middle of the 18th 
Century, Dr. Thomas Bond, a prominent physician with a large practice, attempted 
to solicit subscriptions for a hospital on advice of the friends. He approached 
Benjamin Franklin with the idea. Franklin accepted the idea, subscribed to it 
himself and publicized the proposals in newspapers that people should raise half 
of the necessary funds. The Assembly which they had established could raise 
2Ibid. , p. 2. 
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the other half of the funds. Main emphasis was placed on people deprived of their 
mental faculties. In 1773, another forerunner of mental health was Benjamin Rush, 
a student traveling to Edinburgh to study medicine. While a student he became 
interested in the mentally ill. Rush campaigned for the inclusion of antislavery. 
He was concerned with the effects of social conditions on mental health. 
In 1787, in a meeting at Benjamin Franklin's home, Rush outlined his 
thoughts about the rehabilitation of criminals and the insane. He later founded 
the Philadelphia Society for Alleviating the miseries of Public Prisons. In 1844 
thirteen physicians, all superintendents of insane asylums, met at Jones Hotel 
in Philadelphia to form the American Medio-Psychological Association and finally 
The American Psychiatric Association. 
The small houses established took on somewhat of a one-to-one guidance 
structure where patients could be properly cared for. In 1847, Samuel B. Wood¬ 
ward established the Retreat, now called The Institute For Living. He supervised 
the construction and then became superintendent of the State Hospital at Worcester, 
Massachusetts. 
In 1830 Samuel White, first vice president of the Association, established 
the Hudson New York Lunatic Asylum. Historically, this continued until 1900. 
In the 19th century, Philippe Pinel, at the hospital Salpetriere in Paris, 
studied the institutionalized person and competed with the concern for the protec¬ 
tion of society. An inhumane approach gave way to a more humane approach, 
a growing interest in the understanding of the nature and causes of disturbed 
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behavior from a medical concept of illness replaced concepts of social deviance. 
A new rationale for institutionalized patients developed. The United States 
paralleled efforts to treat disturbed behavior as a medical problem. This 
progress was somewhat limited in the genesis of the 19th century. Twenty- 
five hospitals had been established with a total capacity of 2,500 patients. The 
great majority of these patients were sequestered in county homes or almshouses, 
or even jails with people who were simply poor, sick, old, or physically sick— 
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in any case, without treatment. 
In the middle of the Nineteenth Century, there was a revolution in the 
care of the mental ly ill. This was due to a convergence of social, medical and 
economic influences. One of the pioneers of this movement was Dorethea Dix. 
Miss Dix advocated the transferrence of local homes and jails to small institutions. 
Legislatures became aware that these institutions were more of an economic 
problem during the igOO's.^ 
After World War 11, pressures of social change, economic and medical 
developments prompted a reassessment of the delivery of psychiatric services. 
This second look was largely due to our young men being rejected by the Armed 
Thomas S. Szass, M . D., The Myth of Mental 11 Iness (New York: Harper 
S Row Publishers, Inc., 1974), pp. 4-5. 
^Erwing Coffman, Asylums (Carden City, New York: Doubleday Books, 
1961), p. 20. 
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Forces because of psychiatric disorders. This new awareness led to the formation 
of new training programs in the area of mental health. There were many argu¬ 
ments, both pro and con, for the establishment of many programs. Finally, a 
joint Mental Health Commission was formulated nationally. This commission was 
established in 1955. In 1960 a new approach for mental illness came to front 
through landmark addresses to Congress, during John F. Kennedy's adminis¬ 
tration. From these addresses we arrive at our present progressive deinstitu¬ 
tionalization theories. ^ 
Deinstitutionalization in Georgia 
In 1965, Georgia began building a regional hospital system and discharging 
some of the huge population of Central State Hospital to the regional centers. 
In 1970, the Family Care Program was set up as a means of providing places for 
the hundreds of persons being discharged from Central State. Most of these 
people had been at Central State Hospital for many years, no longer had any 
symptoms of mental illness, but were lacking in living skills and had become 
dependent on the institution for all their needs. 
Family Care provided homes for these people and a safe environment 
where they could regain some living skills and gradually become more self- 
sufficent. Most of those placed in family care homes were around 50 years old, 
were childlike and dependent and had little problem behavior. Those clients 
^Dorothea Lynde, "The Community Health Center," The Mental ly III, 
pp. 26-29. 
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discharged who were more severely disturbed and whose behavior was bizarre 
or unacceptable were placed in nursing homes. 
In recent years the clients being referred to family care have changed. 
They are younger, in many cases more disturbed. They have more coping skills 
because they have not had an institution caring for all their needs for years. 
They may have numerous unacceptable and problem behaviors which require 
more time than short-term inpatient stabilization for treatment. These clients 
no longer fit into the family care model which often fosters childlike, dependent 
behavior. It became necessary to find and develop other alternative living situa¬ 
tions for these clients. In 1974, the Family Care Program changed its name and 
became Supportive Living in recognition of the fact that family care is just one 
6 of the many different kinds of residential services. 
Supportive Living Programs in Georgia 
In Georgia, Supportive Living is the title given to those residential 
services which are provided in the community as alternatives to institutions. 
Supportive Living includes a whole range of primary disability groups— 
mental retardation, mental illness, alcoholism, drug abuse, as well as dis¬ 
abilities resulting from physical problems and the aging process. Supportive 
Living includes a variety of support structures including adult family care, 
supervised boarding houses, therapeutic communities, halfway houses for 
6lbid., p. 2. 
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alcoholics, supervised apartments on self-help, emergency homes and respite 
care. 
Supportive Living is available in each of the thirty-four mental health 
and mental retardation catchment areas in the state. Some states have aspects 
of this program in operation. Many states have family care homes for mentally 
ill citizens, for example. Many mental health centers offer a whole range of 
supportive living services for all disability groups, but no state, to the author's 
knowledge operates a comprehensive supportive living program for all disability 
groups in each geographical area of the state. 
Like so many innovations in bureaucracy, supportive living in Georgia 
had its first stimulation from the enthusiasm of a student. In 1969, a social work 
student on field placement at the large mental hospital in Milledgeville organized 
a workshop on fami ly care for the mental ly ill. The director of the fami ly care 
program at Central State Hospital in Tennessee spoke enthusiastically about the 
family care program which she administered. 
In the weeks that followed the meeting in Milledgeville, the director of 
Division of Mental Health appointed a task force on family care. The task force 
which was appointed included a representative from Vocational Rehabilitation, 
from the State Welfare Program, a public health physician, a superintendent of 
a state hospital, a public health nurse, and several administrators. The chair¬ 
man of the task force was especially impressed with a review of the literature 
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which had been prepared by the social work student at Milledgeville.7 The 
chairman was also favorably impressed with a personal visit to the family care 
program in Nashville, Tennessee. The evidence was clear that patients with 
chronic schizophrenia could remain successfully outside of institutions, living 
with family care homeproviders. Having worked as a social work aide at Milledge¬ 
ville State Hospital in 1964, the chairman had experienced and observed first hand, 
the debilitating effects of the total institution as described by Irving Goffman in 
Asylums and Stanton and Swartz in The Mental Hospital. Being Mentally III, 
by Scheff, seemed to give some explanation of why patients tended to accumulate 
in the hospitals as they accepted their labels of deviance.^ The community mental 
health ideology as promoted by the Federal Community Mental Health Centers 
Act, pushed toward community alternatives. It seemed evident that fear of the 
mentally ill had been one of the prime causes for the isolation of these people 
from their communities. Statistics showed that mentally ill people actually com¬ 
mitted fewer crimes of violence than a random sample of the general population. 
These observations, theories and practices helped move the task force toward 
7James R. Morrissey, The Case for Family Care of the Mentally III 
(New York City: Behavioral Publications, 1967), pp. 11-18. 
g 
Asylums, p. 22. 
^Alfred Stanton and Morris Swartz, The Mental Hospital (New York: 
Basic Books, 1954), pp. 50-56. 
^Thomas Scheff, Being Mentally 111 (Chicago: Aldine Publishing, 1966) , 
pp. 46-48. 
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a strong endorsement of family care. The report was accepted by the executive 
branch of state government and the General Assembly of Georgia responded 
favorably with an initial appropriation of $119,000 to use for contracting with 
homeproviders. 
A social worker was hired as the state coordinator for family care. 
However, after two years, only thirty patients had been placed. A false 
assumption of the task force had been that existing personnel such as public 
health nurses could be expected to take on the business of finding homes and 
placing patients in addition to their existing duties. Also, the idea of family 
care was greeted with skepticism by many community leaders in local Human 
Resources agencies. 
In March of 1972, the Chairman was hired as family care coordinator 
and began to build on the support which had been generated during the two 
years of work of the first coordinator. A Title XX contract was secured to hire 
22 bachelors level social workers. These social workers were distributed 
throughout the state and the program began to grow rapidly for the first time. 
Although the program had first been conceived as focusing primarily on 
the mentally ill, it became quickly evident that the mentally retarded could 
benefit equally, if not more so. Meanwhile, day training centers for the men¬ 
tally retarded were being established in almost every community in the state. 
This made it possible for the mentally retarded to live in family care quite suc¬ 
cessfully while going to day training centers during the day. It became 
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especially appropriate to place mentally ill people in those communities which 
had very inadequate mental health services, such as emergency, outpatient, 
and day hospital. Retarded clients seemed to have much more stability in 
family care requiring fewer re-hospitalizations and fewer emergencies. 
Services to the retarded continues to be a major focus of supportive living with 
over one-fourth of the clients in supportive living suffering from mental retard¬ 
ation as a primary disability. 
Recruiting family care homes was very slow in many communities. It 
was not uncommon for a worker to make only two placements during the first 
six months on the job and only ten placements during the first year. However, 
in every community, it became easier to recruit homes as the word was spread 
by satisfied homeproviders. Community awareness of this mode of care was also 
re-enforced by frequent newspaper articles, radio spot announcements, television 
editorials and films, as well as the distribution of brochures and the presentation 
of speeches and slide shows to civic groups, agencies and church groups. 
During the early days of the program, many workers grew quite discouraged. 
In order to help the workers keep up their spirits and to disseminate information, 
statewide quarterly meetings were held. These meetings tended to help workers 
feel less isolated and encouraged by the success of workers who had been on the 
job longer. Later as the program became established in each mental health 
area, the statewide meetings were reduced in frequency to once a year. More 
frequent regional meetings were encouraged to provide good coordination between 
the hospitals and the community programs. 
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In almost every area of the state, some homeproviders emerged as especially 
adept at their task. Although the family care standards limited the total number 
of clients to be placed in any one home to four, many homeproviders insisted 
very persuasively that they could look after more than four individuals. Several 
mental health workers pointed out that some schizophrenics would probably get 
along more satisfactorily in settings which demanded less intimacy than the small 
family care homes. In response to these observations, standards were developed 
for supervised boarding houses. Some homeproviders who had successfully 
managed four clients, rented or purchased large homes and expanded into 
boarding houses which served up to a maximum of 15 clients. The homes were 
expanded slowly to insure that the quality of life for the clients would not be 
seriously impaired. 
Family care continued to be the primary mode of supportive living. But 
as one mental health worker put it, "good old family care is just the only place 
that some people can make it." It was obvious that some homeproviders were 
far superior to others. "How could we train homeproviders to do better jobs 
of helping clients through crisis periods and moving them toward independence?" 
They became aware that Michigan passed a state law that requires homepro¬ 
viders to have a certain amount of training before they can receive a state license 
necessary for them to operate. Local workers were encouraged to have group 
meetings for their homeproviders, but this was impossible in some locations 
due to long distances between homes. Nevertheless, a number of training 
lesson plans were prepared and distributed and films on such topics as fire 
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safety, retardation, family planning, the history of family care and common 
human needs were included. A supportive living training committee was estab¬ 
lished and previewed some of the 23 half-hour video tapes which are used 
in California to train homeproviders. The committee decided that the tapes 
would not be useful in Georgia, so a Title XX contract was prepared to finance 
preparation of materials which would be useful. The project will capture on 
film the essence of some of the superior family care homes. They then hope 
to contract with educational TV for broadcast of the training. A homeproviders 
association has been formed which has assumed some of the responsibility 
of training of some of its own members. 
While homeproviders had a very important role for most family care 
placements, for some clients it seemed unnecessary to have a homeprovider. 
Boston State Hospital, the State Hospital in St. Louis and the hospital system 
in Honolulu reported successfully placing people in artificial families without 
the presence of a non-patient homeprovider. New standards and procedures 
were prepared for the placement of patients into rented facilities with close 
supervision by visiting mental health workers. This program was called "Self 
Help.11 Patients who are in self help often participate in day hospital programs. 
Self help often provides just enough structure and outside control to allow some 
individuals to feel that they can survive without the protection of hospital 
walls. Self help has been particularly successful with aged patients who can 
survive in small groups but cease to survive when left alone with their chronic 
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illnesses. Self help placements sometimes have as many as four individuals 
living together whose survival is based upon an interdependency. Some clients 
do not have the skills to survive alone in the community, but when living in 
a small group, they are able to use the strengths and in combination with the 
strengths of their artificial family, they are often able to survive. 
Several mental health centers have built upon the basic boarding house 
standards and procedures by adding offices and professional staff to the boarding 
house. The professional staff then supervises the activities of a number of 
volunteers and other part-time staff people who provide activities in the boarding 
house. With this added staff, activity and structure, the supervised boarding 
house can cut significantly into the admissions to inpatient units. These facilities 
resemble many of the descriptions of residential facilities in Halfway Houses for 
11 12 the Mentally III, and in the book Rehabilitating the Mentally III, by Rutman. 
Using the therapeutic community ideas of Maxwell Jones, Brookside, the super¬ 
vised boarding house in Athens, Georgia has become a model for the development 
of other therapeutic community residential programs in the state. Brookside 
staff has found that the democratic processes of the therapeutic community 
can maintain control of destructive behaviors while encouraging constructive 
^Raymond Glosseote, et. al. Halfway Houses for the Mentally III 
(American Psychiatric Association, 1971), p. 100. 
12 
Irving Rutman, et. al. Rehabilitating the Mentally III in the Community 
(Washington: American Psychiatric Association, 1971), p. 16. 
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processes and personal growth for its members. A startling example of the 
capabi lity of the therapeutic community occurred early in the life of Brookside. 
After only being in operation for six weeks, Brookside had suffered from eight 
attempted suicides. One of the patients suggested that they pass a rule which 
would forbid any member of the therapeutic community from attempting suicide. 
The staff thought that this sounded ridiculous, but anything was worth a try. 
A rule was passed. During the ensuing two years, only two people attempted 
suicide, one by overdose and one by slitting her wrist. On both occasions, 
the contrite clients were allowed to stay in the house by unanimous vote of 
the other patients, once they had promised not to attempt suicide again. 
Local innovation is an important feature of the supportive living program 
and Riverside Houses, Inc. in Atlanta is a good example. Joe Short, former 
professional golfer, was about to go broke operating a small alcoholic halfway 
house when the supportive living program began to work with him and put his 
operation on a sound financial footing as well as attach him more meaningfully 
with the alcoholism services of the county. In a few months. Short expanded to 
three houses in a better location in the downtown area. The program was 
designed so that clients graduated from one house to the other. The receiving 
house had a lot of supervision and structure. Once a person got a job, he 
graduated to the second house which had a moderate degree of supervision. 
Finally when the person was ready to move out on his own, he graduated to a 
third house where there was no supervision. With this successful experience 
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behind him. Short leased a large apartment building behind a city park. The 
building had a large central kitchen and cafeteria eating area where he set up 
an informal headquarters. About eighty clients now live in this congregate 
facility. The workers from five counties refer clients to Short and are having 
better results in their efforts to give some sanity to the lives of chronic alcoholics. 
With more than 3,000 people having been placed in supportive living in 
the last four years, the workers are faced with a residual population which is 
more challenging than ever. "All the nice little old ladies have been placed," 
is a phrase one hears often from supportive living workers. Of course, as more 
and more community services become available it is possible to place people who 
are more disabled. For example, some communities in Georgia are just now get¬ 
ting an emergency mental health program, thus, increasing their capability to 
absorb psychiatric patients into supportive living. At the current rate of place¬ 
ment, it will be several years before the backlog of individuals who had accum¬ 
ulated in our institutions will be placed. The program will then be faced with 
the challenge of responding to community referrals more successfully. The 
present program places about 15% of its clientele as a prevention to original 
hospitalization. 
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Comparison of Georgia with Other States' 
Supportive Living Programs 
Georgia has implemented a system of care which unifies the old state 
hospital system and the community services. All mental health services for a 
geographical area are under the same administration of the geographical unit 
director who is a member of the mental health consortium. Planning and budget¬ 
ing is done by the consortium. This unified plan has resulted in more emphasis 
on supportive living. Previously, the community programs had no financial 
incentive to develop supportive living. Now, if the geographical unit director 
can reduce his inpatient population through development of supportive living 
facilities, he can transfer available inpatient staff to meet the pressing community 
mental health needs. Don Miles, superintendent of the Northeast Georgia Con¬ 
sortium wrote in the N.E. Ga. Consortium News letter, "Supportive Living is a top 
priority as funds become available for expansion or as funds are freed up by our 
declining inpatient population. In the August issue of Hospital and Community 
Psychiatry, Norris reports a survey of directors of 515 community mental health 
centers and 193 state hospitals. They were asked to rank 57 issues by importance 
13 Donald Miles, "Supportive Living is Top Priority," Newsletter (Georgia 
Mental Health Institute, 1976), p. 23. 
22 
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by the year 1980. The issue which ranked third out of 57 was "providing a 
variety of living arrangements." 
Differences in Implementation: 
Despite Georgia's mental health program being denounced as sloppy, 
Georgia has done tremendously well; although the editors of a January 1, 1981, 
article cite isolated cases of violence, physical mishaps and even cases of 
mental patient's being arrested. Georgia ranks third behind Washington, D.C., 
which has a large research program. Next is Rhode Island, which ranks fourth. 
Georgia, in comparison to most other states, confines hereself to restrictive 
environmental settings. These settings are ones where community services 
are centralized into one given area, mostly caring for the patient under controlled 
conditions. Georgia's original plan for deinstitutionalization has failed. This 
original vision of deinstitutionalization was to treat patients through a network 
of community service centers, thus removing the patient from confined institutions. 
This vision has not been accomplished; instead the patients have been left on 
their own to fend for themselves. As far as treating the mentally ill in restrictive 
settings (hospitals) , Georgia exceeded the national average; 42.1 percent of its 
services is in hospitals, against the national average of 27.4 percent. As to 
14 Eleanor Norris and Judith Larsen, "Critical Issues in Mental Health 
Service Delivery," Hospital and Community Psychiatry (August 1976), p. 561. 
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programs designed to facilitate community health centers, Georgia provided 57.9 
percent of these services, while the national average was 72.6 percent. 
The Commission on Mental Health during President Carter's administration 
called for the commitment of $600 million to get the community efforts back on 
track, but it proved worthless. This commission somewhat created the impos¬ 
sible. It advocated the creation of new services, encouraged the states to close 
down many of the state hospitals and place more emphasis on prevention of 
mental illness rather than cure. This would be achieved through a Federal 
Health Insurance Plan, which never became totally effective. 
In perspective, California ranks almost along with Georgia in mental 
health deinstitutionalization programs. There was a decline in services in 
1978, when Ronald Reagan was governor of California. He cut the budget in 
mental health at $500 million. But some other states have worked d i Mi gently 
with the improvement of programs in deinstitutionalization. Such states are 
Minnesota, Texas, New Mexico, New Jersey, Indiana, Colorado, and North 
Carolina. 
Housing and Urban Development programs have been used at times 
to help persons released from institutions. For example, by October 1975, 
the Dallas area office had helped provide 41 homes and apartments for 170 
mentally disabled persons in Texas and New Mexico. The Dallas office also 
^Mental Health Systems Act (draft bill) (Washington, D.C.: Department 
of Health, Education, and Welfare, 1979). 
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helped provide six clinics and centers in three cities in Texas and one in New 
Mexico that serve more than 600 mentally disabled persons a month. It is be¬ 
lieved these are some of our leading states in mental health deinstitutionalization. 
Effects of Funding and Legislation 
Between October 1965, and July 1975, more than $1.3 billion was appro¬ 
priated to community mental health centers (deinstitutionalization) . The 
largest amount, $943 million, was for staffing grants. Federal grants have been 
made to more than 600 centers in all 50 states and in Puerto Rico, Guam, the 
Virgin Islands and the District of Columbia. When all are fully operational, 
they will serve almost 87 million people, or approximately 42 percent of the 
nation's population in four states, Kentucky, Idaho, Montana and Vermont 
as well as the District of Columbia. 
These centers became operational and served at least 87 million people. 
This was 42 percent of the nation's population. These centers were classified 
as community satellite clinics or centers. Statistically 1.2 million people 
received treatment at the centers. They represented 23 percent of all patients 
seen in 1972. 
In the absence of mentioning other states, it is fair to conclude that at 
least up to 1972, monumental improvements had not been made. The last avail¬ 
able data was procured in 1973. 
25 
President John F. Kennedy took a bold approach on mental illness in 1963, 
stating that 1,500,000 people receive treatment in mental hospitals, which could 
no longer be tolerated. He further stated that these people were victims of 
vastly overcrowded and antiquated state institutions. In 1963, the average 
mental health institution across the nation was spending approximately $4.00 
per patient. Kennedy felt that the establishment of community health clinics 
would reduce repeated hospitalization for the severely mentally ill.'*® 
Due to legislation, many centers could not be constructed in most states, 
according to the National Institute for Mental Health. ^ The expansion of services 
required that the centers extend their durations for treatment of outpatients, 
instead of treating individuals with former mental difficulties. These services 
extended to alcoholics, narcotic addicts and for further development of mental 
health services for children. The 1965 Act was amended five times — in 1967, 
1968, 1970, 1972 and 1975. 
It was believed that the 1965 Act failed for want of inclusion. There 
were several kinds of patients who were not taken into account. Community 
services should have included the original five essential services along with 
the ones aforementioned. To these services were added special services for 
Community Mental Health Centers and Mental Retardation Act (Wash¬ 
ington, D.C.: U.S. Government Printing Office, 1963). 
17Alan L. Ziglin, PhD. "A System of Evaluation for a Supportive Living 
Program," 28th Institute on Hospital and Community Psychiatry (September 23, 
1946, Atlanta, Georgia), pp. 6-10. 
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children, drug and alcohol abusers and the elderly; for outpatient care for 
discharged patients; transitional living programs for discharged patients, and 
screening for referral of patients to state mental health facilities. 
In the middle of 1975, 507 community mental centers were in full opera¬ 
tion, an additional 96 centers had received large grants from the National 
Institute of Mental Health for construction and staffing. The National Institute 
for Mental Health estimated that 603 centers would provide coverage for only 40 
percent of the United States population. To be effective, we needed 1,500 centers. 
Outpatient facilities which include the community centers, other clinics and 
emergency rooms, now account for more than 65 percent of all mental health 
patient care episodes. An increase from 23 percent in 1955. 
There are quite a few isolated cases of the inadequacies found in Georgia's 
mental health program as far as community services are concerned. Some of 
these isolated cases can well be supported through the lack of monies to effec- 
18 tively operate them. 
The idea fifteen years ago was to shift primarily to community services; 
the communities received only $93 million in fiscal year 1980, or about one-third 
of the entire mental health budget. Thirty-nine million dollars of that came out 
of the states' general funds. The rest was covered by Federal funds, grants and 
local appropriations, meaning that most of the state monies went to Central State. 
•J g 
Steven S. Sharfstein and John C. Wolfe, "The Community Mental Health 
Center Program, " Expectations and Realities, Vol. 29, No. 1 (January 1978). 
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The combined effect of the Federal programs has been to limit development 
and use of community based alternatives. Their eligibility requirements have 
channeled many patients into nursing homes and substandard housing with 
minimal opportunities for psychiatric services, and have undermined the develop¬ 
ment of a full range of outpatient services and residential treatment programs. 
Georgia thinks that the improvement of community mental health systems 
is dependent upon the passage of a Comprehensive National Health Insurance. 
This would be somewhat like the Kennedy-Corman Health Security Act, one of 
the most comprehensive proposals, encouraging ambulatory care and coverage 
for an unlimited number of visits to a community mental health center. 
Another current issue with broad implications is the paying of a supportive 
living stipend to a patient's close family members in order to help maintain the 
patient in the community. The implications of this are staggering and the Georgia 
program has had difficulty coming to terms with the issue. A temporary resolu¬ 
tion to this issue has been a policy providing that the patient's close family can 
become official homeproviders and receive the supportive living payment, if it 
can be documented that such a payment is necessary to maintain the person out¬ 
side of the institution. This documentation would include income and expenses. 
It seems ludicrous to place an individual into a family care home out of an insti¬ 
tution if there are also close family members available who feel they could pro¬ 
vide a home for their relatives if they were provided with a little extra money 
to make ends meet. Incidentally, one of the effects of the supportive living pro- 
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gram is that many family members become interested in their relatives for the 
first time in many years. 
One of the pressing current problems is how to manage the pressure 
created by funding sources to place patients out of institutions. For example, 
the new mental health and mental retardation regulations require a specific staff- 
person ratio. In order to meet those regulations by a certain date, we are told 
that a certain number of patients must be placed or millions of dollars wi II be lost. 
This puts the supportive living worker in a very difficult position. Technically, 
the worker cannot be forced to place a client. It is very important that the 
workers continue to have control of their own caseloads in order to maintain 
the integrity of the program. Unfortunately, sometimes if a supportive living 
program refuses to place a patient, the hospital responds to their pressure by 
simply discharging the patient to sink or swim in the community. 
It appears that much future activity in supportive living will be stimulated 
by the courts. This is perhaps best illustrated by the recent case of Dixon V. 
Weinberger in the U.S. District Court in Washington, D.C. U. S. District Judge 
Aubrey Robinson handed down an order which required the Federal Government 
and the District of Columbia to provide "alternative facilities" — such as nursing 
homes, personal care homes, foster homes and halfway houses—to over 900 
patients confined to St. Elizabeth by court order in civil proceedings. The Judge 
further ordered that "45 days from the date of this order, the défendent shall 
submit to the court an outline of a plan which shall detail the manner in which a 
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timetable by which defendents will meet their duty to provide plaintiffs who are 
and will be patients in the hospital with care and treatment and suitable facilities 
19 
for orienting new clients to their community surroundings. 
The Constitutional safeguards for mental patients have become very 
prevalent recently, especially when admission is implemented without "Due 
Process of Law" or the Equal Protection Clause whereby it has been that a 
mental patient has the same or equal rights as one possessing all operative facul¬ 
ties, and even the "Privilege and Immunities Clause," which tags Freedom as 
a property right. Despite the implementation of various programs for the men¬ 
tally ill, often prisoners are victims of mental Institutions and because of their 
dangerous propensities, somewhat cloudy on the legal process. Many of them 
are placed in these institutions on general and specific pleas of insanity awaiting 
until judges or various Superior Courts order them either to return to Court 
for sentencing or remain in the institution. The above situation is due in part 
to the enactment of a law of 1977 which gives a Superior Court judge the authority 
20 to sentence some defendents to indefinite stays in mental hospitals. 
The problem arises that mental patients or persons suffering from psycho¬ 
logical difficulties are stabilized, they are turned out, usually within a matter 
of days . As a consequence, about 10,000 former mental patients, half of them 
19 
Ibid., p. 12. 




in DeKalb County, Georgia, are left largely to their own devices. This again 
has a Constitutional safeguard. Freedom of Expression and Choice. This is a 
Constitutional safeguard, but it is not humanly practical. Thousands of confused 
mental patients are now living in filthy boarding houses, wandering the streets, 
and even causing harm to the public. These patients had been formerly released 
from mental institutions. Although Governor Busbee has reassured mental health 
workers that we would not return to the old blight days of backwardness, de¬ 
institutionalization has become almost an impossibility due to inflation. 
It becomes a question of fact as to where the responsibility lies. When a 
patient is released from a mental institution, has he or she arrived legally, 
where psychological functioning is at minimum. Here, psychological, social, 
economic, and legal factors merge, and it becomes difficult to separate these 
factors and to assess the weight of all factors. 
It appears from the article in the Atlanta Journal and Constitution, that 
federal and state budgets have a great influence on the treatment of psychiatric 
patients and the rehabilitation process. It has been noted that mental patients 
are sometimes exposed to incompetent psychiatrists, who lack the necessary 
22 
verbal skills to understand the patient. This impediment is the result of lack 
of funding by the General Assembly. This is especially true in Georgia. 
21 Ibid., p. 10b. 
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The normalization principle was first fully formulated in Scandinavia, and 
it has received little discussion thus far in the American literature. Yet the prin¬ 
ciple is consistent with and subsumes a number of concepts and principles that 
have gained ascendency in sociological theory and human management practices 
23 and are widely known in the United States. 
As a theoretical construct, the normalization principle is remarkably elegant 
and parsimonious and has profound implications for the management of persons 
who are likely to be viewed as "deviants" in a culture. In Scandinavia, especially 
in Denmark and Sweden, the normalization principle has not only become a domi¬ 
nant theme in clinical practices but is also expressed and accepted increasingly 
by the citizenry. The principle has been incorporated most extensively in the 
area of mental retardation and has found its most recent legal expression in a new, 
comprehensive Swedish law (effective since July 1, 1968) about provisions and 
services for the mentally retarded. Its expression in concrete service struc- 
23 
Nirge, B., "The Normalization, in Changing Patterns, in Residential 
Services for the Mentally Retarded. Edited by Kugel, R. , Wolfensbergen, W. 
(Washington, D.C.: Government Printing Office, 1969), pp. 174-195. 
24 Subshiv, M., "Theoretical Models in Community and Social Psychiatry," 
The Community Psychiatry, edited by Roberts, L. M., Hulleek, S., Loeb, M. 
(Madison, Wisconsin: University of Wisconsin Press, 1966) , pp. 15-30. 
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tures and delivery systems has recently been documented by Bank Mikkelsen 
for Denmark and Crunewold for Sweden. 
The principle of normalization is deceptively simple. Reduced to its 
essentials, it states that human management practices should enable a deviant 
person to function in ways considered to be within the acceptable norms of his 
society. 
Normalization principle by Scandinavian workers in mental retardation/ 
mental health aims at eliciting and maintaining culturally normative behavior and 
using culturally normative means to this end. The principle is simultaneously 
simple and comprehensive, and it can constitute a unifying ideology for all human 
management areas. 
Although the normalizing nature of work has long been recognized in 
psychiatric practice, it has been greatly under-utilized. One reason may be that 
in the acute stages of client's dysfunctioning, the psychiatric manager may be 
impressed by the fact that the client's behavior has decreased or even eliminated 
his ability to carry out his ordinary work. The manager may then conclude that 
the same would be the case with all work, overlooking the possibility that the 
client may be capable of working and being normalized by some other type of 
work activity. 
25 Subshiv, M. "The Anti-Community Mental Health 'Movement,'" 
American Journal of Psychiatry, 125:1005-1011, 1969. 
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Another reason may be that when work was assigned to psychiatric clients, 
it usually was work associated with the maintenance of the facility, in the laundry 
or library on the living unit. Such work has suffered from two aspects that have 
diminished its normalizing value. Such work was often exploitative involving 
little or no pay and perhaps even leading to institutional peonage rather than 
habilitation; conversely, work was often contrived or viewed with such an indul¬ 
gent paternalistic ("therapeutic") attitude that it lost much of its work nature, 
therefore its sociocultural meaning, and consequently much of its normalizing 
effect. 
Normalization also dictates that a person should be as independent, free 
to move about, and empowered to make meaningful choices as are typical citizens 
of comparable age in the community. As much as possible, his wishes and 
desires should carry the same weight as they would under ordinary circumstances 
2 6 
outside of a human management context. 
This means that unless it is essential, a person should not be submitted to 
a "mortification" process upon attaining "patienthood" (e.g., stripped of clothes 
and possessions, locked up) and that generally he should not be prevented by 
even nonphysical (e.g., social and psychological) means from exercising normal 
freedom of movement. Furthermore, a person generally should have reasonable 
20 
Paul, A. L. "Chronic Mental Patient: Current Status, Future Directions, 
Psychology Bulletin, 71:81-91, 1969. 
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control over his physical environment, including freedom to turn lights on and 
off, to open and close windows, to regulate the temperature in his room, and to 
decide whether he wants any person to enter or not. A social worker or other 
manager sweeping abruptly into a resident's room commits an act of denormal¬ 
ization. No person should be deprived of his physical freedom, of his freedom 
of choice because he is housed in a facility with other people who appear in¬ 
capable of exercising these freedoms. 
A secondary implication is that residential facilities should achieve a 
greater degree of specialization of function. Instead of congregating the mildly 
disordered and the severely disordered together, as we commonly do (usually 
during the initial phases of a typical residential treatment course) , we should 
group clients so that each group can be served with the minimum feasible number 
of restrictions and even personnel. Thus, contrary to stereotype, a high staff 
ratio can imply an interpretation of the client as being more deviant than he is 
27 
and can thus be denormalizing under certain circumstances. 
Finally, an important aspect of normalization is to apply health safety, com¬ 
fort and similar standards to mental health facilities as they are applied to comp¬ 
arable facilities for other citizens. This has implications primarily to residential 
facilities such as institutions and even more specifically to state-operated services 
that, in many states, may and do operate below the standards prescribed by law 
27 
Bartlett, F. L. "Institutional Peonage: Our Exploitation of MentaI Patients, " 
Atlantic Monthly, 214:116-119, 1964. 
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for private facilities. However, it also has implications to clinics. For instance 
reception and waiting areas should be as comfortable, attractive and private as 
typical citizens might encounter in comparable community services. By this 
criterion, the reception areas of many of our (psychiatric) clinics are not 
normalizing. 
There are, of course, innumerable other implications from the clinical level 
to the level of large social systems. The examples given here represent only a 
selected and arbitrary sampling. However, they underline that many major and 
minor practices that are currently accepted and not found objectionable by pro¬ 
ponents of other human management systems are, in fact, quite inconsistent with 
the principle of normalization. 
Empirical Studies 
According to Etzioni, the philosophy and practice of deinstitutionaliza¬ 
tion of the mental patient, returning him back to the community without pro¬ 
viding adequate care, can increase his vulnerability and overburden existing 
services which includes a verbal psychosocial inventory which can assess 
meaningful day-to-day experience of residents in long-term facilities. The 
principle described related to such areas as religion, clothing, male-female 
relationships, acceptance/non-acceptance of new roommates, personal hygiene, 
28 and intellectual development. 
2 8 
A. Etzioni, "Deinstitutionalization," A public policy fashion evaluation, 
1971, 3 C1-27, pp. 1-10. 
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In 1930, 4,208 residents were on family care, or about every seventeenth 
person one might meet on the street was a patient. In the program, "special 
homes" could be provided by the desire of some women to take a three-month 
course at the hospital to prepare themselves. The supervision of residents was 
carried out by a very small but very well trained and efficient staff. One of 
the staff would visit the home twice a week; a nurse three times a week. All 
new placements were visited three times a week until conditions were satisfac¬ 
tory. Family care should be considered as an extension of, or stage in, hospital 
29 treatment. 
In the placement process of matching resident and home, equal skill is 
demanded in finding and evaluating a suitable home. Family care is a program 
providing paid foster care in a home other than the resident's own, where the 
resident is either on the in-hospital or extra-mural rolls of the institution. 
It was pointed out that thirty-three percent of the institutions and twenty-nine 
percent of the states have family care programs. However, locating the 
existence of valid statistics of the extent to which family care is employed is 
difficult. 30 
29 
Horatio M. Pollock, "Family Care, an Institution Problem," Psychiatric 
Quarterly, 7:26-36, January 1930, p. 36. 
30 
Ruth J . Knee, ed., "Better Social Services for Mentally III Patients," 
Proceedings of Institute on Social Work in Psychiatric Hospitals, June 12-18, 
1954, American Association of Psychiatric Social Workers, Lake Forest, Illinois, 
pp. 59-61. 
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One study shows that in 1956, with 17,730 residents in the United States 
in family care, sixty-five percent of the placements made good or marginal 
adjustments. Twenty-two (or forty-three percent) were returned to the com¬ 
munity. Twenty-two percent were maintained on family care for an extended 
period of time. The study found that family care placement is distinctly 
31 
therapeutic as well as economical. 
A survey questionnaire, in 1956, sent out to 103 institutions caring for 
the mentally ill, was returned by ninety-seven facilities, revealing that only 
twenty-five had family care programs, with the number of placements totaling 
about 1,782 mentally deficient adults. The maximum number placed in a family 
care home ranged from two to forty-eight. Minnesota and Manitoba were the 
only units of government found to have such provisions stipulated in their laws. 
A residential program conducted during the years 1969-1972, where a 
total of thirty-five former mental patients were treated in a low-supervision, 
high-expectation environment resulted in residents achieving a high level of 
33 performance and self-esteem. Out of the thirty-five residents, twenty-one 
are still living in the community; fourteen had to be rehospitalized. 
31 
E. Beryl Bishop, "Family Care: The Patients," American Journal of 
Mental Deficiency, 61:583-591, January 1956, p. 25. 
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1956, p. 60. 
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Social Work, May 1973, 18(3), 36-43. 
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A study in 1976 in South London of ninety clients in residential care fol¬ 
lowing mental illness compared the hostel residents with the new long-stay 
psychiatric hospital population. The finding showed that the more severely 
handicapped patient was less likely to work out as a resident in the pilot 
34 hostels. The development of family homes was to teach the residents inter¬ 
action and independence. 
Back to the Community with a Hospital-made Family (1976), a program 
for the rehabilitative training and placement of patients as members of fami ly 
groups, placed twenty residents into family group homes and twenty into 
private homes, and discovered that there seemed to be better training for the 
3 5 discharged psychiatric patient under the professional team. 
A community home program study by the St. Louis Hospital in 1976 for 
the rehabilitation of former mental patients is described as a rehabilitative 
program for ex-patients who reside in group apartments and residential homes 
providing supervision of daily living and psychiatric treatment. In five years 
of operation, 325 ex-patients (primarily long-term psychiatric patients diag¬ 
nosed as schizophrenics) have participated in the program, with only twenty 
percent needing to return for more supervision. 36 
34 I. G. Pryce, "The effects of social changes in chronic schizophrenia: 
a study of 40 patients transferred from hospital to residential home. 
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A study in 1977 of forty patients transferred from hospitals to residential 
homes showed that women who were transferred improved clinically, in con¬ 
trast to no improvement for those continually hospitalized. However, both the 
transferred and hospitalized men showed deteriorating status. The author 
concluded that under-stimulating social environments may prove clinically 
damaging for less severely handicapped mental patients while the severely 
37 handicapped may experience deterioration in a more stimulating environment. 
In 1977, data collected over a seven-year time span were analyzed to 
determine what functions were associated with successful community adjust¬ 
ment subsequent to long-term hospitalization in a group of chronic psychiatric 
patients. Results showed that sex, age at onset of iIIness and general level of 
social functioning were predictive factors in determining successful adaptation 
38 within the residential community setting. 
The needs of mentally disturbed individuals in the community areas 
include improvements in the mental hospital system, contrasting types of alter- 
39 
native facilities designed to develop skill for employment of socialization. 
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A study was done by Weightmane in 1978, covering the last three years, 
in which 157 patients in Dorchester have made the transition from institutions 
to the community. The patients leaving the hospital are graded according to 
40 the kind of home they can cope with outside. 
Another study describes the lives of residents in forty urban private 
homes with special emphasis placed on the self-concept of the individual 
residents. The subjects were a transitional group of sixty-five persons who 
were residents in the urban homes from July, 1975 through November, 1977. 
The belief that the urban environment can have deleterious effects on the self- 
concept of former mental residents was investigated. 41 
40 
C. Weightmane, "The road back to town," New Society (London), 1977, 
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This was an exploratory, descriptive study designed to assess the adjust¬ 
ment of thirty-five deinstitutionalized residents living in family support homes 
under the Supportive Living Program in South DeKalb Mental Health Center. 
A questionnaire that represented all the residents and homeproviders partici¬ 
pating in the program was distributed. Each participant was individually 
interviewed in the home. The researcher visited ten homeproviders with 
thirty-five residents. 
This procedure was to provide questions designed to find out about ad¬ 
justment from institutions to home life, or if any different, and how family 
support homes help these residents adjust to community life. 
The questions were designed to obtain information concerning their adjust¬ 
ment. The questionnaire is divided into seven parts with forty-five questions. 
The results of the questionnaire were analyzed using frequency distribu¬ 
tion; percentage tables were used to clarify the data. 
Variables of the Study 
1. Homeprovider's assessment 
a. How the resident is moving toward independence 
b. Resident's adjustment in the home and community 
42 
c. Purpose of being a homeprovider 
d. Number of residents and nonresidents in the home 
e. Level of education completed by homeprovider 
2. Resident's assessment 
a. Length of time resident has been confined in an institution 
b. Comparison between home environment and mental institution 
environment 
3. Deciding factors in placement 
a. Sources of referral to the family support home 
b. Basis for placement in the home 
c. Length of time in the home 
d. How the homeprovider helps the resident in moving 
toward independence 
4. Home environment 
a. How the resident rates the home environment 
b. Limitations and restrictions in the home 
5. Meals and nutrition 
a. Meals provided by the homeprovider 
b. How foods in the home are considered by the resident 
6. Personal management and support services 
a. Financial management of the residents 
b. Resident's household expenses 
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c. Sources of income for the resident 
d. Resident's visits to the physician 
e. Use of medication by the resident 
7. Adjustment to community living 
a. The resident's assessment of the family support home 
b. Recreational activities available to the resident 
c. The resident's assessment of adjusting to the community 
Setting: The Family Support Home in DeKalb County 
The family support program at South DeKalb is geared toward placing 
residents in selected homes for the purpose of helping them reestablish and 
readjust to community life. Ms. Priscilla Ciffen, coordinator of the family sup¬ 
port homes, gave the researcher permission to visit all of the residents in the 
program. The researcher visited ten family support homes with thirty-five 
residents. Seven of the homes had four residents, two had three residents, 
and the last one had two residents. All of the homes were clean and in satis¬ 
factory condition. The homeproviders and residents were warm and appro¬ 
priately answered the questionnaire. 
The responsibility for selecting residents for family support homes is 
the primary function of the case manager; to find a suitable home, to interpret 
the resident's needs to the foster family, to maintain proper standards of care 
and to help the patient in his readjustment. 
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The usual procedure of this center is that the client to be considered for 
family support is presented to the Supportive Living Program; the residential 
specialist or case manager is assigned to the client and, if possible, visits him 
the same day the referral is received. The first interview is usually less than 
an hour. It is felt that the resident needs this brief interview to meet his new 
worker, to interpret the family support home, and to have any questions 
answered concerning this plan. A full interview is not held because it is the 
feeling of the department that a patient needs a few days in which to assimilate 
the experience of "passing staff.11 Before beginning intensive work, the client 
should be prepared psychologically and practically for what is ahead. 
The first long interview is of an exploratory nature. It is geared toward 
helping the patient discover what he wants to do and to learn of any resources, 
both in the hospital and in the community. At this time the case manager inter¬ 
prets to the patient what this service offers, what he can expect and to help him 
come to a decision as to how he would use it. Before terminating this interview, 
it is essential that the worker and the patient have begun to plan together on 
something specific for the resident toward his movement into pre-placement. 
The pre-placement planning period extends from a minimum of two weeks 
to a maximum of two months. The resident cannot leave the hospital and into a 
family support home in less than two weeks. If he requires more time, the 
patient can use the full two months. If the patient is unwilling or unable to 
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meet the requirements of the hospital for leaving, service can be terminated 
at any time within the required period. 
During the pre-planning period, the resident visits weekly with his worker, 
regular trips are planned into the community to acquaint him with life on the 
outside. He is encouraged to participate in finding a home and to continue his 
work and social adjustment in the hospital until the day of placement. 
The coordinator secures the help of the patient's doctor, the case manager 
and the other center personnel who are directly involved with the patient. Usually, 
the coordinator consults the therapist before the patient's first long interview 
or between the first and second interviews. These early conferences with the 
doctor are to review the recommendations made by the case manager and to share 
ideas about the patient. The case manager shares with the supportive living 
staff any changes concerning the patient's desire to leave the home, his partici¬ 
pation in planning, financial, legal and other problems which may affect his 
placement. The worker confers with other personnel to learn of the patient's 
adjustment. In securing their help with specific problems, the case manager 
continues to interpret and help them participate in preparing the patient for 
placement. 
In preparing the resident for placement, his own family, if he has one, is 
given an opportunity to participate in the planning. Although the family's con¬ 
sent is not required for placement, clarity of the family's attitude toward the 
plan is necessary. It is of vital importance to the patient to know where he starts, 
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what he can expect or not expect from his relatives in the way of support when 
he goes out into the community. 
Selection of a Family Support Home 
A basic principle in home finding is that the resident participate in the 
process. He is the one who must live in the home, therefore, this opportunity 
to make the final decision is given after searching and visiting with the worker. 
In addition, the department is concerned with evaluating the personalities 
of the family before placing the patient. It has been further discovered that the 
patient's improvement is directly related to the interest, help, and understanding 
he receives from the family. 
Although most clients are placed with a family, this is not always the case. 
Sometimes a patient is placed in homes in which there is only one person or homes 
without children. If it is not indicated, the patient does not have to be placed in 
homes which are composed of the usual family members. 
It is important that the general family relationship is harmonious and that 
the members are emotionally stable. The case manager is interested in obtaining 
homeproviders who have an understanding of people and are genuinely concerned 
about their welfare. The homeprovider should be a warm, flexible, sympathetic, 
and understanding person, who is not easily irritated. He should also be able 
to accept the limitations of the patient but at the same time be aware of the fact that 
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with patience and interest, the patient may improve and become a more responsible 
and willing person in participating in family and community life. 
The case manager must also consider placing a patient in a home whose 
cultural background is similar to his own. The geographical factor is another 
aspect which must be evaluated. Whether a patient would make a better adjustment 
in a rural or urban environment is determined after getting the patient's feelings 
about it and the recommendations of the physician. Information is also obtained 
concerning the patient's behavior and adjustment in the community before the onset 
of his illness, when possible. 
The case manager makes about four visits to the prospective homeprovider 
before the patient is placed. The focus of these visits is on the homeprovider's 
motive for wanting to board a patient, reviewing the family care program and the 
patient considered for placement. 
The family support homes have thirty-five deinstitutionalized clients and 
sixteen homeproviders in the program. The staff consists of a coordinator and 
two case managers. 
The Center personnel are of the opinion that no particular discipline is all 
important or is responsible for the patient's improvement. The sense of unity 
found at this center might be considered unique for organizations of this size. 
There are approximately 250 employees, these employees forming one gigantic 
team; working together toward the day that a patient might be released. At this 
center, there is no one type of medication or device solely responsible for the 
48 
end result, it is the combination of medicines and service through the coopera¬ 
tion of the various disciplines, which help in achieving the goal of preparing 
the mentally ill patient to return to his community and make an adequate 
adjustment 
Adjustment of the Clients in the 
Family Support Home 
Relationship of the Homeprovider to the Clients 
The Homeprovider during the pre-placement planning period should have 
established a warm, positive and meaningful relationship with the client. If 
such a relationship has developed and it is hoped that it has, the homeprovider 
will be able to support the client during the transition from the institution/ 
hospital to the community. Before actual placement, the client and prospective 
homeprovider are given an opportunity to become acquainted through a pre¬ 
placement visit. After this visit, each decides whether he wants to continue plans 
for final placement. Each, as well as a case manager, has the right to delay 
or terminate planning if there is any dissatisfaction. When the resident and the 
homeprovider are satisfied, plans are completed and a time of departure decided. 
The case manager makes the necessary clearances for the client's move, and the 
homeprovider is notified and told when he might expect the resident's arrival. 
The case manager prepares for the arrival and is usually anxious to make the 
resident feel wanted and at ease. The homeprovider should be aware that the 
separation from the institution is very meaningful to the client and should realize 
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the anxiety that accompanies this change. Therefore, the case manager remains 
with the client and homeprovider until the case manager feels that the client is 
able to adjust, until there is another visit. 
During the first few months, the case manager might find it necessary 
to visit the client at least once a week. 
Limitation of the Study 
This study is limited in that it applies only to the population of the dein¬ 
stitutionalized residents placed in the family support homes under the Supportive 
Living Program in DeKalb County. Therefore, nothing can be concluded about 
the opinions of other deinstitutionalized residents living in other parts of the 
country. 
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Supportive Living Program in 
South DeKalb Mental Health Center 
Purpose: 
The Supportive Living Program exists to develop and supervise alternative 
living situations for Mental Health clients who need a planned residential support 
42 system in the least restrictive environment possible. 
Philosophy: 
The Supportive Living Program is based on the idea that people who are 
acutely or chronically disabled because of mental illness cannot deal with their 
mental distress until their basic needs of food, shelter, and safety are met; and 
that these needs do not necessarily have to be met on an inpatient unit of a mental 
hospital. The quality of life in an institution is regimented, structured, and 
allows little freedom of choice in even the most basic activities of daily living. 
Some people need this for a short time but if kept there for long periods will 
become dependent and lose living skills. 
Most people with chronic and severe mental illness need varying amounts 
of support and structure throughout their lives. It is the responsibility of the 
Human Service System to evaluate clients needs and to provide that degree of 
42 Ms. Priscilia Giffen, Coordinator, Residential Services of South DeKalb 
Mental Health Center (Interview, October 1980) . 
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support and structure needed. No person who is capable of skills, such as 
housework, or meal preparation, should be receiving these services from 
homeproviders or staff. 
Based on this philosophy, it is Supportive Living's job to provide resi¬ 
dential services in the least restrictive, most normalizing environment available 
that will enhance the quality of life, provide opportunities for building self-esteem 
and allow for meaningful, productive, daily activity. 
DeKalb County's Supportive Living Program began in 1972 with one worker 
housed in the Central Health Department. This worker handled referrals from 
Georgia Regional Hospital at Atlanta. Later, a worker was hired for North DeKalb 
who placed referrals from Georgia Mental Health Institution. In 1975, the 
Supportive Living personnel from all catchment areas were moved to Georgia 
Mental Health Institute and staff was increased by one supervisor and one one- 
third time worker. The new staff was also involved in delivering mental health 
services to nursing homes. 
August of 1976 saw another move for the DeKalb County Supportive Living 
Program and it was separated into catchment areas with staff assigned to each 
of the three Mental Health Centers with office space in the Centers. North and 
Central DeKalb were assigned staff from the disbanded Transitional Living Unit 
which had been a pilot project for the Northeast Consortium. South DeKalb was 
assigned one full-time Social Worker I. The move to become more closely incor¬ 
porated and part of the central mental health centers coincided with the shift in 
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priorities of the Division of Mental Health to serve the more severely disabled 
client population. In the recent past, Supportive Living has been relatively 
alone in serving this functional area client and to attempt to do so separated 
from the central mental health centers where the client received other services 
was difficult, inefficient and often ineffective. 
After establishing an office at South DeKalb Mental Health Center, the 
coordinator became more accessible to case managers and other staff and could 
better serve their clients. Many center staff were unaware of the services pro¬ 
vided by their program, and an inservice training program greatly increased 
knowledge of what Supportive Living had to offer. Although they have not 
been able to officially establish a Crisis Home, they introduced the idea of crisis 
beds and have placed several people in family care for short periods who might 
otherwise have been hospitalized. They also were able to establish more effective 
liaison with the inpatient unit at Georgia Regional Hospital in Atlanta to prevent 
bad placements and to help keep clients from getting lost. 
Most satisfying for the supportive living staff has been the involvement of 
the adult program staff in the boarding homes. The family care home for the 
residents is enhanced by providing the homeprovider with one therapist to 
relate to and discuss problems of all the clients in the home. Case managers, 
in some cases, have come to know the homeproviders better than the Supportive 
Living workers and can give valuable input concerning the quality of life in the home. 
In August of 1976, South DeKalb had twenty-three residents in placement 
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and seven homeproviders. Much of their time during the first year was spent 
getting to know the clients and homeproviders, locating problems, and up¬ 
grading poorly run and unapproved boarding houses. 
In January 1977, an Alternative Health Service Project Coordinator was 
hired by DeKalb County and an agreement was made that South DeKalb provide 
office space for this worker in return for about one-third of her time to be given 
to Supportive Living. This greatly increased their ability to handle the increas¬ 
ing number of referrals and home studies. 
Beginning October 1, 1976, Supportive Living began billing Medicaid for 
services provided to clients in a 17-county area including Atlanta and Athens. 
This is made possible by an 1115 Waiver of Medicaid regulations by Secretary 
of Health, Education S Welfare, David Matthews, at the urging of Georgia's 
Governor George Busbee. In the past ten years, Georgia has placed over 8,000 
patients from its mental hospitals into nursing homes. The nursing homes were 
available because of Medicaid. Supportive Living bills Medicaid for the total 
cost of care, including the supervising workers, the cost of room and board, 
travel and other incidental expenses. This Medicaid project will move Supportive 
Living into serving more of the aged population under the least restrictive 
conditions. 
Target Population: 
The Supportive Living Program is available to persons of all three dis¬ 
ability groups served by the Division of Mental Health and Mental Retardation. 
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The disability groups are mental health, mental retardation, and substance abuse. 
It is the more severely disabled persons—i.e. , those who are currently hospi¬ 
talized or those who would need hospitalization if this service were not available 
—for whom this is an appropriate program. 
Availability: 
The Supportive Living Program is available in all of the thirty-four area 
mental health/mental retardation programs in the state. The person must be a 
client in the area program to be eligible for Supportive Living services and must 
be part of target population described above. 
Referral Process: 
Within the area programs, staff may make a referral to the Supportive 
Living Program after the person's initial assessment or at any other point in 
the person's service duration when the need for a Supportive Living alternative 
is indicated. Referrals from other agencies, institutions or interested parties 
are made through the usual intake process at the area program. When the intake 
and initial evaluation process is completed, the area program staff would then 
make the referral for a Supportive Living alternative. 
Financial Support: 
Another important aspect of this program was helping the patient plan for 
his financial support while in the community, and providing the client with 
benefits, which costs $270.00 per month per client during Fiscal 1981. 
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Two hundred and twenty-five dollars of this amount is benefits to the 
homeprovider for room, board and watchful oversight. Forty-five dollars is 
benefits to the client for personal care needs. Whether the client has income 
or not determines the method of payment. The following describes the methods 
of payment available: 
1. If client is an SSI recipient: client keeps $45.00 per month for personal 
care, remainder of check is their contribution for room and board. 
Supportive Living benefits supplement the remainder to a maximum of 
$225.00 per month. 
2. If client has no income: Supportive Living pays $270.00 per month, 
$2 25.00 to home provider for room and board, $45.00 per month to 
client for personal care. 
3. If client is earning income: client keeps first $45.00, 50% of the rest of 
his income shall be applied to cost of room and board. If this amount 
is less than the full cost of room and board, the Supportive Living 
Program will supplement payment to homeprovider. 
Residential Zoning Laws: 
Preparing neighborhoods for former mental patients to return for rehabil¬ 
itation is a difficult task. Generally this preparation is met with many problems. 
Some residents have not fully accepted the idea of deinstitutionalization, while 
others cling to the idea that the patient has not fully recovered. Here, they 
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maintain the same antiquated idea that mental patients should be kept housed 
away in a state facility. 
Mental health professionals have been prepared in disciplines of social 
science and medicine, but the other task that they meet is associated with real 
property. To select the proper housing unit, the individual must be familiar with 
easements; general, residential, business, restrictive and other zoning ordinances. 
In selecting proper housing for the mentally disabled, these ordinances and 
property restrictions affect them indirectly rather than directly. Many questions 
arise as a result of zoning. These questions are centered around the relationship 
of the occupants of the household. One question deals with whether the individuals 
are related by consanguinity affinity or by mere adoption. Few municipal cor¬ 
porations have provided for the mentally disabled in their plannings. 
Because community residences are relatively new as a mental health 
phenomenon, few municipalities have adequately defined or provided for them 
in their zoning ordinances. Since this is the case they are unaware of the nature 
or purpose of the clientele they serve, or their locational needs. Most municipal¬ 
ities, for lack of an appropriate ordinance, require community residences to 
adhere to rules and regulations that are set forth by government. These rules, 
however, are not always conducive to the furtherance of good community health 
standards. 
There appears a conflict of concerns. The psychiatrist, social worker, 
psychologist and other workers have concern for the patient, whereas the trades- 
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men have concern for the physical constructions. As mentioned before, zoning 
restrictions have great impact on the services delivered to the community. 
Rights come into conflict; mentally ill patients have rights to receive treat¬ 
ment and neighborhoods at will have right to join together in protest to ban a facility 
from their community which specializes in mental health rehabilitation. This 
in short is an exercise of their Constitutional rights under the First Amendment. 
The ordeal continues, when the body discovers a location that is suitable for 
their clinical needs, they have to cope with licensing and accreditation standards. 
Generally, these licensing standards are administered by inflexible building 
tradesmen who have little knowledge of local mental health programs. This is 
a dilemma between the issue of patient's rights and the ability to provide treatment 
for the patients. When the patient refuses to accept care from the community, he 
becomes a creature of custodial care. Although community efforts are sometimes 
fatal, the centers are blamed for the behavior of the former patients. 
Georgia can account for few community mental health units, especially 
in the smaller counties. According to DeKalb County Mental Health Chief, 
most deinstitutionalized patients migrate into Decatur to receive help which 
they could not receive in smaller counties. There are several satellite com¬ 
munity health centers in DeKalb and some custodial homes where the mentally 
ill wander around in the dwelling with little or no activities. In mid-fall of 
1980, Channel 5 television carried a series of telecasts, where the deinstitu¬ 
tionalized patient was wandering the streets of Atlanta idle, with very little 
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direction or purpose; a followup of similar incidents were reported in the 
Atlanta Journal-Constitution where homocides were committed, suicides, 
episodes of epilepsy were experienced and many other problems experienced 
by the deinstitutionalized patient. 
In the absence of information to support the contrary, Georgia, especially 
in Fulton and DeKalb Counties, has encountered few problems with zoning, 
restrictive covenants, easements, land use, or general, specific, business and 
residential ordinances. This could be the result of the lack of experimental 
projects in deinstitutionalization or it could be attributable to the economic, 
educational, political or social awareness of the communities. One could only 
formulate or conjecture as to the reason. 
There are several dwellings in DeKalb and counties designed to take 
custodial care of the deinstitutionalized patient. The communities at large know 
of their presence, but do not protest against the practice. It is believed that a 
substantial development with proper facilities would receive little or no criticism. 
Georgia has escaped the zoning problems by adhering to the permit system, 
while other states argue that the care for the mentally disabled or physically 
disabled is void of medical care, but operates as a unit with few medical restrictions. 
Most of the leading cases on zoning were decided by the New York Supreme 
Court. The most discussed case was White Plains vs. Ferraioli,in which a request 
that a group home for children be included in the zoning for single family units. 
The Supreme Court said no, that such dwelling would change the character of the 
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neighborhood and would be repugnant to social value. But the other side empha¬ 
tically argued that this was not an accommodation for transients or antisocial in¬ 
dividuals, but members of a certain social status. Again, in Abbott House vs. 
Village of Tarrytown and Driscoll vs. Goldberg, both trial court and court of 
appeals stated that over five persons living in a single dwelling not related by 
blood cannot and will not be considered as a single family dwelling. In the case 
of Village of Belle vs. Boraas and People vs. Renaissance Project, the same 
43 ruling as in former cases was upheld, with almost the same dictum. Cases in 
California extend the number of occupants to 15 who are not related by blood, 
but generally the judge takes it under advisement to allow protest from the 
communities. 
Since some leading decisions in this area have limited the number of 
residents to five living in a single dwelling not related by blood, it is fair to 
conclude that Georgia has escaped the judicial process of zoning through her 
permit system. 
43 Martha Waymen Veinberg, "Zoning in the Community," Managing the 
State (Cambridge, Massachusetts: Institute of Technology), pp. 19-32. 
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CHAPTER V 
DATA AND ANALYSIS 
Table 1 depicts deinstitutionalized residents participating in this study 
ranging from age 20 to 89. The sample is comprised of 20 females and 15 males 
constituting a total of 35 individuals. There were 33 (94.3%) black residents and 
2 (5.7%) white residents participating in the study. Thirteen (37.1%) of these 
residents were single, only two were widowed (5.8%). Their ages were between 
50 and 69. Five (14.3%) of the residents were divorced; of this group two (5.8%) 
were between the ages of 20 and 29, one (2.9%) between the ages of 30 and 39, 
and one (2.9%) between the ages of 50 and 59. Included in this study were 14 
(40%) married residents. Their age range showed one (2.9%) between the ages 
of 30 and 39, two (5.7%) between the ages of 40 and 49 and one (2.9%) between 
50 and 59. While the largest (42.8%) of marital group shown were married, the 
greatest number of the participants came from the age group of 50-59 (28.6%) . 
Whereas the lowest percentage of the deinstitutionalized residents participating 
in the study were males, two (5.7%) between the ages of 20-29, the highest 
percentage was the black male, 20 (57.1%) , which is more than one half of the 
population. 
Table 3 shows clients who had prior histories of confinements in mental 
institutions who were now part of the Supportive Living Program. 
TABLE 1 
DEINSTITUTIONALIZED RESIDENTS BY AGE, SEX AND MARITAL STATUS 
Ages 
Number of 
Residents Females Males Married Single Widowed Divorced 
% O O o o Q. O o O O O 
20-29 2 2( 5.7) 2 { 5.7) 
30-39 3 2 ( 5.7) H 2.9) 2 ( 2.9) H 2.9) 
40-49 9 4(11.4) 5(14.3) 3( 8.6) 2 ( 5.7) H 2.9) 3 ( 8.6) 
50-59 10 4(11.4) 6(17.1) 3 ( 8.6) 6(17.1) H 2.9) 
60-69 4 H 2.9) 3( 8.6) H 2.9) 3 { 8.6) 
70-79 5 2 ( 5.7) 3 ( 8.6) 4(11.4) H 2.9) 
80-89 2 2( 5.7) 2( 5.7) 
35 15(42.9) 20(57. 1) 15(42.8) 13(37.1) 2 { 5.8) 5(14.3) 
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Table 2 
Marital Status of the Residents 
Frequency Percent 
Married 15 42.9 
Single 13 37.1 
Divorced 5 14.3 
Widowed _2 5.7 
T otal 35 100.0 
Table 3 
Length of Years Clients Were 
Confined to Institutions 
Years of 
Institutionalization Frequency Percent 
1- 6 years 8 22.9 
6-10 years 15 42.9 
11-15 years 7 20.0 
20 years 3 8.6 
25 years _2 5.7 
Total 35 100.0 
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Clients between the ages of 40-49 had been confined to institutions a mini¬ 
mum of 10 years, 15 (42.9%). The ones from ages 20-29 (2.9%) had been confined 
a minimum of 2 years (5.7%) . Ages 50-59 had recorded confinements of at least 
25 years, 2 (5.7%), and age group from 60-69 had a minimum history of confine¬ 
ment of 1 5 years (20). Whereas a scattering, 8 (22.8%), number of clients from 
all groups have been confined to mental institutions a minimum of 6 years. 
Table 4 
Confinement in Institutions 
Frequency Percent 
Central State 18 51.4 
Georgia Regional 11 31.4 
Homeprovider 5 14.2 
Self _! 2.9 
Total 35 100.0 
The sampling population was selected from various institutions in Georgia. 
This population consisted of one-half 18 (51.4%) from Central State Hospital. 
Georgia Regional had 11 (31.43%), and 5 (14.28%) had been placed in family 
support homes, whereas 1 (2.86%) was providing self help. Central State is the 
largest and oldest regional center. 
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Residents acquired their knowledge of the Supportive Living Program 
from various contact sources. According to the data, the social workers pro¬ 
vided more information on community help programs than any other source; in 
fact, 25 (71.4%) of all residents secured their information from the social worker. 
This is almost three-fourths of the population. 
Table 5 
Sources of Referral to 
Supportive Living Program 
Frequency Percent 
Social Worker 25 71.4 
Institution 5 14.3 
Friend 2 5.7 
Hospital 2 5.7 
Family _1_ 2.9 
Total 35 100.0 
Using a sampling population of 35 deinstitutionalized residents, a com¬ 
parison was made between home environment and that of the mental institution. 
Table 6 shows the results of this comparison. 
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Table 6 
Comparison Between the Home Environment 
and That of the Mental Institution 
Frequency Percent 
Family interaction 13 37.1 
Freedom (unstructured) 7 20.0 
Surroundings 7 20.0 
Food 4 11.4 
Interaction 2 5.7 
Envi ronment 1 2.9 
Love 2.9 
Total 35 100.0 
Statistically, the highest level of feeling assessment was in the area 
of family interaction, 13 (37.1%). The clients expressed a need to belong 
to a family structure. The family is a potentially powerful contribution to the 
generation of alternative images of the future. During the "quiet" periods of 
history, the times of relative stability, when few demands were made on the 
adaptive capacities of individuals or groups, and also in periods of severe 
repression, the futures-creating capacities of the family may remain undeveloped. 
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Often due to abilities to function in normal everyday activities, outside 
sources become deciding factors in the placement of clients in deinstitutionalized 
programs. 
Table 7 
The Deciding Factors in Placement 
in Family Support Home 
Frequency Percent 
Social Worker 15 42.9 
Doctor 6 17. 1 
Homeprovider 5 14.3 
Self 4 11.4 
Supportive Living 
Program 3 8.6 
Fami ly _2 5.7 
Total 35 100.0 
Statistically, for 15 (42.9%) of the populatioin, the social worker was 
the determining factor in assessing the functional needs of the clients in the 
community. The doctor, 6 (17.1%), and the homeprovider, 5 (14.3%), speak 
to others, also. 
Another important factor in adjustment to the deinstitutionalized setting 
is meals and nutrition in comparison to other dwellings of the mentally infirm. 
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It is clear that the homeprovider programs show a greater, 14 (40%) con¬ 
cern when a client fails to acquire the essential nutrients for the boy than other 
institutions. The percentage rate is higher in the concern area than any other 
area and never in the lower percentage, 4 (11.4%). (See Table 8) . 
Table 8 
Attitudes on Meals and Nutrition 
Frequency Percent 






Always 10 28.6 
Sometimes 7 20.0 
Never _4 11.4 
Total 35 100.0 
The homeprovider has knowledge of the importance of balanced meals 
and the need for good nutrition, and as a result, two meals are generally 
prepared for the client daily. The "occasionally" provided factor ranks highest, 
22 (62.8%), in the population as shown by the table on meal preparation. (See 
Table 9) . 
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Table 9 
Meals Provided by the Homeprovider 
Frequency Percent 
Occasionally 22 62.8 
Never 10 28.6 
Frequently _3 8.6 
T ota I 35 100.0 
Good nutrition for all ages, for health maintenance as well as restoration 
of health, is an economic, politica 1 and humanitarian concern. 
The medical care of the clients is of vital importance. Many of our institu 
tions depend on governmental subsidies to help with the medical expenses. 
Table 10 shows support provided by four different government agencies. 
Table 10 
Sources of Income of Client 
Frequency Percent 
Medicaid 24 68. 6 
Social Security 5 14.3 
Social Security Supp. 5 14.3 
VA Benefits _1_ 2. 8 
Total 35 100.0 
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Here the homeprovider's services are dependent on other agencies, but 
the prime contributor is Medicaid which ranks more than two-thirds (68%) over 
all other contributors. If the client is an SSI recipient, he keeps $45.00 per 
month for personal care, the remainder goes to the homeprovider as the client's 
contribution toward room and board. The highest age group receiving Medicaid 
is between 69-89. 
Due to the increase of property value and the rise in the cost of living, it 
is therefore imperative that the cost of living for the mentally inform coincide 
with the costs for the rest of the population. In fact, the highest number of 
clients pay the average rental value for their monthly dwelling, which is between 
$250.00 and $300.00, as is shown in Table 11. 
T able 11 
Client Household Expenses 
Frequency Percent 
$250.00-$300.00 30 85.7 
$150.00-$225.00 4 11.4 
$3 50.00-$400.00 _1 2.8 
Total 35 100.0 
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If the client has no income, the Supportive Living Program pays out 
$270.00 per month, $225.00 to the homeprovider for room and board, and 
$45.00 a month to the client for personal care. If the client is earning income, 
he/she keeps the $45.00 from his/her funds; 50% of the remainder of that income 
is applied to the cost of room and board. If this amount is less than the full cost 
of room and board, the Supportive Living Program supplements payment to the 
homeprovider. 
Due to a lack of managerial skills and exposure to family planning, some 
clients use up funds designated for necessary personal items, which gives rise 
to the appointment of an overseer to manage the distribution of funds. From a 
sample of 3 5 clients, it was discovered that 15 or 42.9% out of the 35 relied 
heavily on the assistance of the homeprovider in managing their funds, whereas 
only 6 (17.1%) residents themselves could manage their own affairs. (Table 12) . 
Table 12 
Financial Management of Clients Income 
Frequency Percent 
Homeprovider 15 42.9 
Self 6 17.1 
Family Members 4 11.4 
Attorney-at- Law 5 14.2 
Agencies _5 14.2 
T ota I 35 100.0 
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Upon being discharged from mental institutions, clients have scheduled 
appointments for periodic checkups. This is done once a month, twice a month, 
once a year, or at six month intervals. The client who is seen by the doctor the 
most is the one assigned to the once-a-month frequency, which has a rank of 18 
or 51.4%, one-half of the population. Visits in comparison among the sample are 
the twice-a-month visit is 28.6% of the group; the remainder see the physician 
once a year, 4(11.4%) and every six months, 3 (8. 6%) . 
Table 13 
Clients Visits to Phsyician 
Frequency Percent 
Once a month 18 51.4 
Twice a month 10 28.6 
Once a year 4 11.4 
Every 6 months _3 8.6 
Total 35 100.0 
The main emphasis is on the ability to function. The criteria for adjust¬ 
ment in society is ability to function in an acceptable manner. This, for the 
former institutionalized or severely mentally ill resident requires an assistance 
from psychopharmaseutical sources. The drugs generally employed are Mellaril 
Haldol, Thorazine, Cogniton, andTranxene. 
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Table 14 
Types of Medication Used by Clients 
Frequency Percent 
Mellaril 13 37.1 
Haldol 10 28.5 
Thorazine 8 22.9 
Cogniton 3 8.6 
T ranxene _1 2.9 
Total 35 100.0 
It appears from all of the indications that Mellaril has the highest amount 
of presumptions than the other drugs, ranking 37.1%. Thioriduzine HydroChloride 
(Mellaril) probably is the most widely used antipsychotic agent. It is the proto¬ 
type of the piperidine compounds and its efficacy is similar to that of Chlorpromazine 
at the same dose. This antipsychotic agent has little or no effect on the seizure 
threshold and may be the preferred agent for psychotic patients with epilepsy. 
It has almost no antimatic activity. 
Haldol ranks second with 28.5%. Haloperidol (Haldol) is pharmacologically, 
but not chemically, related to the piperazine phenothiazines. A dose of 2 mg. is 
therapeutically equivalent to 100 mgm. of Chlorpromazine. 
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The indication for use of Haloperidol is similar to those of the piperazine 
phenothiazines, and it is a useful substitute in patients who are either hyper¬ 
sensitive or refractory to the phenothiazines. However, if the patient's personal 
or family history reveals that a neurologic reaction occurred with any antipsychotic 
agent, extrapyramidal symptoms are likely to occur when Haloperidol is given. 
Generally, large doses should be reserved for chronic schizophrenia in physically 
healthy patients; they may require treatment for four to six months before improve¬ 
ment is demonstrated. 
This drug also has been used successfully in severely mentally retarded, 
hyperkinetic patients to improve social behavior, concentration, and agitation, 
but no improvement in speech or communication was noted. It should be used 
only in severe cases and long-term therapy with large doses necessary. Thilor- 
promazine Hydrochloride (Thorazine) ranked 22.9% in usage. It was the first 
antipsychotic agent marketed and remains the reference compound. Chlorpro¬ 
mazine has a relatively low milligram potency. It is one of the most sedative anti¬ 
psychotic drugs and may be used more frequently when sedation is desirable. 
Although this drug is an effective hypnotic, tolerance to this effect develops 




Drug Evaluations, 3rd ed., Department of Drugs, American Medical 
Association. Littleton, Massachusetts: PSG Publishing Company, Inc., 1977, 
pp. 26-31. 
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This antipsychotic agent probably is best tolerated by patients under 40 
years of age or in those hospitalized for less than ten years. In old patients, the 
incidence of dizziness, hypotension, ophthalmic changes, and dyskinesias is 
high. It is a fairly new drug, and all effects have not been ascertained. The 
use of antipsychotic agents to treat mental illness is necessary, but not always 
adequate. These drugs do not cure mental illness, but control the psychotic 
manifestations such as delusions, hallucinations, and apathy. Symptoms such 
as poor judgment and lack of insight are less likely to improve. Nevertheless, 
the use of anti psychotic agents improves the patient's capacity for adjustment, 
accelerates remission of psychotic symptoms and deviant behavior, and decreases 
the period of hospitalization. 
The more sedative drugs often are prescribed for agitated, overactive 
patients and the less sedative agents for apathetic, withdrawn patients. However, 
numerous collaborative, well-controlled studies have not as yet substantiated 
differences among the antipsychotic agents. Instead, systematic studies have 
determined that the pattern of response to any of these drugs is very similar 
among the various types of schizophrenic patients (e.g., paranoid, core, de¬ 
pressed, catatonic). Thus, despite differences in milligram potency, all of 
these drugs are effective. However, there are significant differences in indivi¬ 
dual response to the various drugs, and the proper choice of drug remains 
45 largely empirical. 
45 
Ibid. , p. 54. 
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The effectiveness of therapy depends upon the accuracy of diagnosis. Of 
primary importance are the patient's history and pattern of current symptoms. 
Hyperactivity, agitation, and hostility are characteristic of many psychiatric 
disorders; by themselves, they are not sufficient for diagnosis of schizophrenia. 
Table 15 
Community and Adjustment Resources 
Frequency Percent 
Homeprovider 20 57.1 
Friends 4 11.4 
Mental Health Center 4 11.4 
Social Worker 3 2.86 
Family 2 5.7 
Pastor _2 5.7 
T otal 35 100.0 
The average individual when released from mental institutions requires 
a substantial amount of understanding and sometimes structure. The old adage 
that "no disease exists that love cannot cure" is present here. The client must 
have someone to look to, especially for the satisfaction of emotional needs as well 
as the need to belong. The client for the most part looks to the pastor, family, 
social worker, mental health center, friends and the homeprovider. The home- 
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provider, 20 (57.1%), is the most instrumental force in the adjustment process, 
20 out of 35 of the clients depend on the homeprovider; whereas, friends (11.4%) 
and the mental health center (11.4%) rank second in the adjustment process. 
Although lower on the percentage scale, the social worker ranks third 
(2.86%). Long established reliance upon the church and family as a support 
system seems to be nullified. Only 5.7% of this sample respectively rely on the 
church and family to meet this need. 
The residents were asked other questions concerning the deciding factors 
in placement. Thirty of the residents said they were placed in the home on a 
trial visit (85.7%). A trial visit permits the resident to meet the homeprovider 
prior to the actual placement. There were three (8.6%) temporary and two (5.7%) 
permanent placements. 
The client's stay in the home is predicated on his ability to adjust to the 
home environment. The study shows that 10 (28.6%) residents stayed in their 
placement home one to two years; 5 (14.3%) from five to six years, and 11.4% 
from four years on. How the resident feels about the homeprovider's concern for 
him is important, too. Fifteen (42.9%) of the resident's said there was concern 
most of the time, 10 (28.6%) said sometimes, and 10 said concern was always 
shown by the homeprovider. 
In moving toward independence, the residents felt that the homeprovider 
helped them a lot (57.1%), some (17.1%) and not at all (11.4%) . More than one- 
half of the sample thought the homeprovider was helpful in this area. 
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The home environment was very satisfactory to 15 of the respondents 
(42.87%), satisfying most of the time to 26 (74.2%), and never to 1 (2.86%). One 
hundred percent of the residents had no restrictions in using the telephone, and 
no limitations in movement within the home. Ninety-two percent found their bed 
and bedroom satisfactory; only three said these were unsatisfactory. 
Though the residents usually have three meals a day, the homeprovider 
prepared breakfast and supper in most cases (57. 1%) and lunch was provided 
by the mental health center. Residents occasionally provide their own meal. 
Three-fourths of the sample considered the food good while six residents 
said it was average. Twenty of the residents said they received $11.00-$20.00 
per month for personal expenses, and ten (2 8.6%) received $10.00 per month. 
Clothing was provided for the resident by the homeprovider (37.1%), friends 
(31.4%), mental health center (20%), and by a family member (2.85%). Talking 
to their homeproviders about problems or general discussions ranked 71.4%, 
with only 5 respondents reporting that they never talked to homeprovider about 
their problems. Twenty-five (71.4%) of the thirty-five residents travel on a bus 
card, and five travel by car. 
Table 16 shows that the residents were involved with some activities in 
the mental health center (62.9%), the home (20%) and the church (17.1%). 
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Table 16 
Recreational Activities Available to Residents 
Frequency Percent 
Mental Health Center 22 62.9 
Home 7 20.0 
Church _6 17. 1 
Total 35 100.0 
Table 17 
The Resident's Assessment of the 
Family Support Home 
Frequency Percent 
Being helped somewhat 20 57. 1 
Being helped very 
much 10 28.6 
Being helped very 
little 3 8.6 
Being helped not 
at all _2 5.7 
Total 35 100.0 
The residents felt that they are being helped in the Family Support Home 
very much (28.6%), somewhat (57.1%), very little (8.6%) and not at all (5.7%). 
TABLE 18 







Status Frequency Percent M S W D 
20-29 1 10 1 1 Married 5 50% 








2 20 2 1 Widowed 1 10 
50-59 3 30 3 1 1 1 1 Divorced 2 20 











As Table 18 shows, the participants in this study range from age 20 to 69. 
The population was comprised often females which constituted a sampling popu¬ 
lation often homeproviders. Six (60%) of the homeproviders were married, and 
two were widowed; two were single females. The highest number of homeproviders 
were between the age of 50 and 59 years (30%) . The total number of homes visited 
was ten. 
The homeproviders were asked questions concerning the progress of de¬ 
institutionalized residents in their homes; now as opposed to when they were 
first placed in the home. Sixty percent (6) said there was great improvement, 
and 40% said there was some improvement. On the question of how they see the 
client adjusting to community living, 80% said very well, and 20% well. 
The homproviders feel, along with the client, that living in a home envi¬ 
ronment rather than in institutions increases the probability of moving toward 
independence for 90% of the homeproviders reported the clients to be moving 
toward independence, with only 10% saying they were not. 
The average number of clients living in one home was four to five. The 
homeprovider's incomes ranged from $3,000-$35,000, with one homeprovider 
being unemployed. All of the homeproviders had basic hospital experience in 
taking care of patients . 
TABLE 19 
DEMOGRAPHICS OF HOMEPROVIDER BY EDUCATIONAL 
AND OCCUPATIONAL STATUS 
Occupational Status 
Years of 
Education Completed Domestic 
Semi- 
Professional Professional 
F o o F Q. O F g. o F % 
High School 4 40 4 40 
Vocational 5 50 5 50 
College 1_ 10 1 10 
10 100 
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Table 19 indicates that the highest educational and occupational response 
was semiprofessional, with five people being licensed practical nurses and four 
homeproviders being nurses' assistants and one a registered nurse. Some of 
the reasons for their becoming homeproviders included past experience working 
with people, and family experience in managing a household. 
Results of the Findings 
1. Family support homes do facilitate adjustment for community living. 
2. Most of the clients have functioning ski Ils. 
3. The homeprovider plays an important role for adjustment and personal 
management of the resident. 
4. All the clients in the family support home were unemployed. 




SUMMARY AND CONCLUSIONS 
Deinstitutionalization is one of the major problems faced by community 
mental health programs today—finding suitable living placements for persons 
discharged from mental hospitals. In deinstitutionalization process stated by 
Bussuk and Gerson, there was a 50% reduction to resident populations in the 
state hospitals for the mentally ill. 
In 1965 Georgia began building a regional hospital system and discharg¬ 
ing some of the huge population of Central State Hospital to the regional centers. 
In 1970, the family care program was set up as a means for providing places for 
the hundreds of persons being discharged from Central State Hospital. Most of 
these people had been at Central State for many years, no longer had any 
symptoms of mental illness, but were lacking in living skills and had become 
dependent on the institution for all their needs. 
In Georgia, Supportive Living is the title given to those residential serv¬ 
ices which are provided in the community as alternatives to institutions. 
Supportive Living includes the whole range of primary disability groups— 
mental retardation, mental illness, alcoholism, drug abuse, as well as dis¬ 
abilities resulting from physical problems and the aging process. Supportive 
Living includes a variety of support structures including adult family care, 
supervised boarding houses, therapeutic communities, halfway houses for 
alcoholics, supervised apartments on self-help, emergency homes, and respite 
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care. Supportive Living is available in each of the thirty-four mental health 
and mental retardation catchment areas in the state. 
The trend toward deinstitutionalization has attempted to establish family 
support homes for mentally ill residents, returning them to the community. 
The successful implementation, however, has posed many difficult and unanti¬ 
cipated problems because of the need to find adequate living placement. 
Georgia has implemented a system of care which unifies the old state 
hospital system and the community services. Georgia ranks third behind 
Washington, D.C. , which has a large research program. 
President John F. Kennedy took a bold approach on mental illness in 
1963, stating that 1,500,000 people receive treatment in mental hospitals, which 
could no longer be tolerated. In 1963, the average mental health institution 
across the nation was spending approximately $4.00 per patient. Kennedy felt 
that the establishment of community health clinics would reduce repeated hos¬ 
pitalization for the severely mentally ill. 
It was believed that the 1965 act failed for want of inclusion. There were 
several kinds of residents who were not taken into account. Community serv¬ 
ices should have included the original five essential services along with the 
ones aforementioned. To these services were added special services for 
children, drug and alcohol abusers, and the elderly; for outpatient care for 
discharged patients; a transitional living program for discharged patients, and 
screening for referral of patients to state mental health facilities. 
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Georgia thinks that the improvement of community mental health systems 
is dependent upon the passage of comprehensive national health insurance. 
Based on this philosophy, it is Supportive Living's job to provide residential 
services in the least restrictive, most normalizing environment available that 
will enhance the quality of life, provide opportunities for building self-esteem 
and allow for meaningful, productive, daily activity. 
August of 1976 saw another move for the DeKalb County Supportive 
Living Program and it was separated into catchment areas with staff assigned 
to each of the three mental health centers. In that same year, South DeKalb 
had twenty-three residents in placement and seven homeproviders. Much of 
the program staff's time during the first year was spent getting to know the 
residents and homeproviders. 
The philosophy of the Supportive Living Program at South DeKalb Mental 
Health Center is based on the idea that people who are acutely or chronically 
disabled because of mental illness cannot deal with their mental distress until 
their basic needs of food, shelter, and safety are met; and these needs do not 
necessarily have to be met on an inpatient unit of a mental hospital. The qual¬ 
ity of life in an institution is regimented, structured, and allows little freedom 
of choice in even the most basic activities of daily living. It is the responsi¬ 
bility of the Human Service System to evaluate residents' needs and provide 
that degree of support and structure needed, locate problems, and upgrade 
poorly run and unapproved boarding houses. 
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To select the proper housing unit, the individual must be familiar with 
easements; general, residential, business, restrictive and other zoning 
ordinances. 
Because community residences are relatively new as a mental health 
phenomenon, few municipalities have adequately defined or provided for them 
in their zoning ordinances. Since this is the case, they are unaware of the 
nature or purpose of the clientele they serve, or their locational needs. Most 
municipalities, for lack of an appropriate ordinance, require community resi¬ 
dences to adhere to rules and regulations that are set forth by government. 
The Family Support Program at South DeKalb is geared toward placing 
residents in selected homes for the purpose of helping them reestablish and 
readjust to the community. A basic principle in home finding is that the resi¬ 
dent participate in the process. He is the one who must live in the home, 
therefore, this opportunity to make the final decision is given after searching 
and visiting with the worker. 
The homeprovider should be a warm, flexible, sympathetic, understand¬ 
ing person, who is not easily irritated. He should also be able to accept the 
limitations of the resident but at the same time, be aware of the fact that with 
patience and interest, the resident may improve and become a more responsible 
and willing person in participating in family and community life. 
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Conclusions 
The deinstitutionalization process makes it possible for many mental 
clients that have been confined to many years of institutional life to have a res¬ 
ponsive role in a family support home through the Supportive Living Program, 
an environment which protects human and civil rights and which contributes 
to the expeditious return of the individual to normal community living when¬ 
ever possible, and affords the individual with a setting distinct and different 
from hospital surroundings. 
The family support homes under the Supportive Living Program have 
made considerable progress in helping these deinstitutionalized clients adjust 
to community living. 
The case manager, who is a member of the supportive living staff, be¬ 
comes an important person in the resident's life from the day he enters the 
family support home. 
The case manager prepares the clients for referral for placement into a 
family support home, where they try to match the client and homeprovider so 
that they are compatible. The resident will visit the home a couple of times 
before actually making the placement. 
However, it must be remembered that the case managers call upon other 
staff members for assistance in understanding the resident's illness and behavior. 
Normalization as a principle is remarkably elegant and parsimonious and 
has profound implications for the management of persons who are likely to be 
viewed as "deviants" in a culture. Normalization also dictates that a person 
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should be as independent, free to move about, and empowered to make mean¬ 
ingful choices as are typical citizens of comparable age in the community. 
Following the placement of the client in the home, the homeprovider takes 
on the responsibilities of (1) helping the client in his adjustment, (2) helping 
the client to adjust and integrate into family settings as well as into the com¬ 
munity, and (3) assisting the client in becoming more independent. 
It is not an easy task that the case manager has, but it is rewarding and 
gratifying. To see a resident become a part of a family and take his place in 
society once again is the most satisfying to the case manager. Of course, not 
every client is able to make a satisfactory adjustment through the family sup¬ 
portive homes, and this is unfortunate for the chronic mentally ill clients. 
The researcher's hypothesis was supported: that the family support homes 
under the Supportive Living Program do facilitate and provide financial and 
emotional support to deinstitutionalized clients, and help them to adjust to the 
community. 
The clients in the program have a minimal amount of skills for day-to-day 
functioning, but without some supervision from the homeprovider, they might 
regress to a more dependent state. The clients have identified resources that 
have helped them adjust to the community, including the homeprovider, social 
worker and the Mental Health Center. 
89 
Recommendations 
1. Adequate pre-placement planning with patient and more thorough home 
study with home emphasis on the personalities involved. 
2. Family support needs to be revised for the chronic mental clients. 
3. The clients need to have some responsibility in the home. 
4. The client needs to be more involved in the mental health program on a 
regular basis. 
5. The client needs to seek some type of employment while living in the home. 
6. The homeprovider needs more background history of the residents. 
7. The homeprovider needs more in-service educational programs. 
Implication of Social Worker Practice 
This study shows that the social worker was the deciding factor in placing 
the resident in the family support home because of her knowledge and skills in 
doing psychosocial history and assessing the resident's needs to be met in the 
home. 
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The Researcher's Views of this Study 
The research shows that the deinstitutionalization process makes it possi¬ 
ble for thousands of long-term psychiatric residents to begin streaming out of 
the state hospitals for the mentally ill into the community, and it quickly became 
clear that these deinstitutionalized residents are woefully deficient in the basic 
skills of everyday living. 
Much of their difficulty in adjusting to the community has to do with not 
knowing such things as the essentials of managing their money, how to use 
banking services, how to use the resources available to them in the community, 
how to use their leisure time, the fundamentals of nutrition, meal planning and 
shopping, how to use public transportation, the essentials of grooming, personal 
hygiene and the very basic social amenities that make the difference between a 
life of isolation and one of having friends. For many residents, knowledge and 
skills in these areas make the difference between being able to live independently 
in the community, and living in a hospital or existing at a very low level in a 
residential care home. 
APPENDIX A 
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3198 Cay Drive 
Decatur, Georgia 30032 
October 1, 1980 
Ms . P. H . Ciffen 
South DeKalb Mental Health Center 
200 Mini Mall 
Decatur, Georgia 30034 
Dear Ms. Ciffen: 
I am presently enrolled at Atlanta University School of Social Work. I have 
selected as my thesis topic: Deinstitutionalization. To complete my research 
I need a study sample of your clients who are placed in the Supportive Living 
Program. 
During my first year of placement, I was interned at Kirkwood Mental Health 
Center. There I became familiar with this program, which led to my interest 
in this program area. For my study I wish to assess forty clients presently 
placed in DeKalb County. 
All information I gain from the patients and staff will be confidential. I will be 
happy to share the results of this study with you in hopes that these results 
will enhance services offered to this population. Your immediate attention will 
be greatly appreciated. 
Sincerely, 
(Ms.) Christine T. Holmes 
Christine T. Holmes 
Atlanta University School of Social Work 




South DeKalb Mental Health/ 
Mental Retardation Center 
200 South DeKalb Mini Mall 
Decatur, Georgia 30034 
October 4, 1980 
Ms. Christine Holmes 
3198 Gay Drive 
Decatur, Georgia 30032 
Dear Ms. Holmes : 
South Dekalb Mental Health Center authorizes you to do 
a research study assessing the adjustment of 35 deinstitu¬ 
tionalized clients placed in Family Care homes in South 
Dekalb County. 










1. Date of Interview Date of Placement 
2. Age  
3. Sex  
4. Name of the Homeprovider  
CLIENT SATISFACTION SURVEY 
Introduction 
My name is Christine Holmes. I am interested in supportive living pro¬ 
grams in DeKalb County. Please help by answering these questions as honestly 
as you can. All information you give me will be confidential. I will read each 




1. In your opinion how is Client X adjusting to community living? 
 a. very well 
 b. well 
 c. not at all 
 d. not sure 
2. How do you see Client X's progress now as opposed to when he/she was 
fi rst placed here? 
 a. same as when the client came 
 b. great improvement 
 c. some improvement 
 d. no improvement 
3. In your opinion how has the Client progressed toward independence? 
 a. moving toward independence 
 b. not moving toward independence 
 c. same 
 d. don't know 
4. Number of Clients presently in household. 
a. one e. five 
 b. two _f. six 
c. three  g • seven 
 d. four  h. eight or more 
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5. Number of non-clients in the household including the homeprovider. 
a. none _f. five 
 b. one  .9 • six 
c. two  h. seven 
 d. three i. eight or more 
e. four 
6. What did you specifically do to help the client adjust to community living? 
7. What was your reason for being a homeprovider? 
8. What is your income? 
9. What leef education have you completed? 
 a. elementary school 
 b. high school 
 c. college 
 d. other education background 




1. Where were you placed before you lived in this home? 
2. How long did you live in an institution? 
a. 6-8 years  d. 20 years 
 b. 10 years e. 25 years 
c. 1 5 years _f. other 
3. What do you see as differences between this home and the institution 
where you were placed? 
PART III 
WHOSE IDEA WAS IT THAT YOU SHOULD BE PLACED 
IN THE SUPPORTIVE LIVING PROGRAM 
How did you find out about the Supportive Living Program? 
a. social worker  d. hospital 
 b . friend  e. family member 
 c institution _f. circular 
Who decided that you should be placed in this home? 
a self  d. fami ly 
 b doctor e. social worker 
c homeprovider Supportive Living Prog 
On ' what basis were you placed in this home? 
a, trial  c. permanent 
 b . temporary 
How long have you been placed in this home? 
a. 1-1j years  d. 5-6 years 
 b 2-2i years e. 8-10 years 
c, 3-4 years _f. Other 
Does the homeprovider show concern for your welfare? 
a sometimes  c. always 
 b most of the time  d. never 
Has the homeprovider helped you move toward independence? 
a. no c. a lot of help 




1. How would you rate your living quarters? 
a. very satisfactory c. unsatisfactory 
 b. satisfactory  d. very unsatisfactory 
Is the home a quiet place? 
a. sometimes  c. freq uently 
 b. never  d. most of the time 
Can you make local telephone calls without restrictions? 
a. yes  c. yes after 5 calls 
 b. no  d. yes after 15 calls 
4. Do you have a special place in the home for keeping personal items? 
 a. yes 
 b. no 
5. Are your movements limited in the home? Yes  No  If yes: 
 a. limited to one room  c. limited to one room and kitchen 
 b. limited to two rooms  d. have freedom around the house 
6. Are the toilets and bathroom maintained sanitarily? 
 a. yes 
b. no 
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7. How often are you allowed to speak freely in the home? 
 a. occasionally 
 b. always 
 c. never 
8. Is your bed and bedroom satisfactory? 
 a. very satisfactory 
 b. satisfactory 
 c. unsatisfactory 
 d. very unsatisfactory 
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PART V 
MEALS AND NUTRITION 
1. Does the homeprovider show concern when you miss a meal? 
 a. sometimes 
 b. most of the time 
 c. always 
 d. never 
2. Do you provide your own meals? 
 a. never 
 b. occasionally 
 c. frequently 
3. How many meals does the homeprovider prepare for you? 
 a. one meal (breakfast) 
 b. two meals (breakfast and supper) 
 c. three meals (breakfast, lunch, supper) 
4. How is the food considered in the home? 
 a. good 





PERSONAL MANAGEMENT AND SUPPORT SERVICES 
What type of financial assistance do you receive? 
a. Medicaid 
 b. Medicare 
c. VA benefits 
 d. Social Security 
 e. Welfare 
_f. SSI 
How much do you pay per month for rent? 
a. $75-$100  c. $150-$200 
 b. $12 5— $ 150  d. $300-$350 
3. How much money a month do you spend on your own personal items that 
you need? 
 a. $0-$10  c. $ 21 — $ 30 
 b. $11 — $2 0  d. $30 or more 
4. Who handles your money? 
a. self  c. agencies 
b. homeprovider  d. fami ly members 
5. Who provides clothing for you? 
 a. family member c. self 
 b. homeprovider  d. agencies 
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6. Are you taking medication? 
 a. yes If yes, what kind and how much daily? 
 b. no 
7. How often do you go to the doctor, dentist, clinic? 
a. once a month c. two or three times yearly 
b. twice a month d. every 6 months 
e. once a year 
How often do you talk to your social worker? 
a. once a month c. every six months 
b. once a week d. once a year 
9. How often do you and your homeprovider talk and discuss your problems? 
 a. sometimes 
 b. always 
 c. never 
10. How do you travel? 
 a. bus  c. rapid transit 
 b. car  d. Family member provides transportation 
 e. homeprovider provides transportation 
11. What types of recreational activities are available to you? 
 a. church  c. mental health center 




ADJUSTMENT TO COMMUNITY LIVING 
1. Of the following where do you prefer to live? 
 a. hospital 
 b. institution 
 c. boarding homes 
 d. living with a family member 
 e. living with a friend 
 f. alone 
2. Do you think that you are being helped here? 
a. very much c. very little 
b. somewhat d. not at all 
3. What things are specific in the home environment that have helped you 
adjust to community living? 
a. family  d. social worker 
 b. recreation e. pastor 
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